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OVERVIEW 
 
This report summarizes the Office of the Inspector General’s (OIG) audit of the Health Care 
Safety Net contract (Contract).  The audit was conducted at the request of a District of 
Columbia Councilmember who had concerns about the restructuring of D.C. General 
Hospital.  That restructuring included the elimination of a portion of D.C. General Hospital 
functions and the addition of an integrated, neighborhood-based primary and preventive care 
network for residents, which is overseen by the District of Columbia Department of Health 
(DOH). 
 
We want to acknowledge that DOH has reacted positively to our identification of issues to 
improve the operations of the Health Care Safety Net Administration.  DOH initiated 
corrective actions during the audit and continues to make improvements. 
 
DOH was directed by the Mayor to develop a fiscally responsible, service delivery oriented, 
and culturally competent health care system for the District of Columbia (District).  
Approximately $90 million was appropriated for that task.  As a result, the District entered 
into a contract with the Greater Southeast Community Hospital Corporation (GSCHC) to 
form the D.C. Health Care Alliance (Alliance).  The Alliance, which consists of GSCHC and 
a group of health care providers that are subcontractors to GSCHC, is charged with assuring 
comprehensive and quality health care for the city’s indigent population.  The Health Care 
Safety Net Administration (HCSNA) was developed within DOH to oversee and manage the 
implementation and ongoing operations of the Alliance.  In light of HCSNA’s role relative to 
the contract between the District and GSCHC, we refer to the agreement as the HealthCare 
Safety Net Contract throughout this report. 
 
CONCLUSIONS  
 
The report contains two findings that include the details supporting the conditions we 
observed and documented.  First, we found that DOH did not maintain the proper level of 
contract oversight because positions within HCSNA were not filled in a timely manner.  As a 
result, the District has little assurance that GSCHC is in compliance with the contract terms 
or that overall goals, such as the estimated expected patient workloads, are being met.  
Additionally, the original contract estimate was overstated.  We also determined that the 
contract may be over-funded and that there is a possibility that as much as $10 million may 
be reduced from annual funding for this contract and put to better use within DOH. 
 
Second, we found that Alliance enrollees are not properly screened for program eligibility 
because procedures to verify enrollment information are not always followed and there is 
limited oversight by DOH to ensure that this important function is properly completed.  As a 
result, we found that all enrollees, who appear to be eligible for Medicaid, were not referred 
for Medicaid screening by the Income Maintenance Administration (IMA) as required by the 
Contract.  We also found that approximately $289,000 in medical charges were incurred by 
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Alliance members who were actually covered by other insurance, and about 2,600 Alliance 
members were enrolled using invalid Social Security numbers.  Forty of those invalid 
numbers matched the Social Security numbers of deceased individuals.  As a result, it is 
highly probable that the Alliance incurred charges for individuals who are not District 
residents and do not satisfy the income requirements of the program. 
 
The Councilmember requesting this review also asked for, and this report contains, 
information on levels of trauma services provided under the contract and an analysis of 
emergency room visits since the Alliance program was initiated.  The detailed information is 
shown in Exhibit A, “Other Matters of Interest.” 
 
MANAGEMENT ALERT REPORT  
 
On April 9, 2002, our Office issued a Management Alert Report (MAR 02-A-2HC) in which 
many of the above discrepancies were brought to management’s attention.  The MAR was 
addressed to the Director of DOH, and it discussed, among other issues, contract oversight, 
verification of Alliance membership rolls, and the possible $10 million funding surplus.  In 
fact, we informed the Director of the possible funding surplus in a meeting on March 7, 
2002, when we discussed our findings.  These issues were incorporated in our report. 
 
SUMMARY OF RECOMMENDATIONS  
 
We directed 11 recommendations to the Director of DOH: 
 
§ Ensure that total contract oversight is provided by positions created within HCSNA 

and that those positions are promptly filled with the most qualified applicants. 
 
§ Collect any overpayment for travel or travel expenses paid to William M. Mercer, 

Inc., which exceeds the maximum contract amount.  In addition, ensure that any 
amounts billed, but not yet paid, for travel exceeding the contract maximum are 
rejected.  

 
§ Review the billed hours for September 2001 for the William M. Mercer, Inc. contract 

and recover any payments for on-site work which cannot be proven. 
 
§ Review and adjust the expected service levels shown in the Contract to reflect more 

realistic expectations based on actual service levels collected to date. 
 
§ Calculate the exact funding surplus, reduce the contract funding by that amount, and 

put the funds to better use within the Department. 
 
§ Require the contractor to comply with the contract provision to operate a 24/7 hotline 

to answer questions concerning the Alliance program or change the Contract to a 
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reduced service level with appropriate adjustment to contract price to reflect reduced 
service requirements. 

 
§ Require GSCHC to train and ensure that Alliance enrollment specialists understand 

screening procedures and are, in fact, following those procedures when performing 
the enrollment service.  Also, ensure that GSCHC is re-screening members at the 
required 6-month intervals to determine whether they remain eligible. 

 
§ Ensure that GSCHC establishes procedures to determine the Medicaid status of all 

applicants before admittance to the Alliance program is granted.  In addition, recover 
all payments made by the Alliance for patients covered by the Medicaid program at 
the time health-care service was rendered and remit recovered funds to the District. 

 
§ Ensure that GSCHC determines that applicants for Alliance membership are not 

eligible for Medicaid coverage before Alliance eligibility is declared. 
 
§ Require GSCHC to use a tax return, for those Alliance applicants who are required to 

file one, as proof of income and residence for Alliance insurance. 
 
§ Periodically review Alliance membership rolls and ensure that enrollees meet all 

membership requirements.  Random sampling techniques may be employed. 
 
MANAGEMENT RESPONSES AND OIG COMMENTS 
 
On October 2, 2002, DOH provided response to the recommendations in the draft audit 
report.  Generally, DOH officials agreed with the report, most of its conclusions, and nine of 
the eleven recommendations.  The DOH response included actions taken, planned, and with a 
few exceptions the target dates for completion of planned actions to correct noted 
deficiencies.  We consider the DOH response and actions taken to be responsive to nine audit 
recommendations.  However, DOH disagreed with Recommendation 2, to collect any 
overpayment for travel or travel expenses paid to William M. Mercer, Inc. which exceeds the 
maximum contract amount and to ensure that any amounts billed, but not yet paid, for travel 
exceeding the contract maximum is rejected.  DOH also disagreed with Recommendation 3, 
to review the billed hours for September 2001 for the William M. Mercer, Inc. contract and 
recover any payments for on-site work which cannot be proven.  We request DOH to 
reconsider its position on Recommendations 2 and 3 and provide an additional response by 
November 4, 2002.  The complete text of the DOH response is included at Exhibit C.  We 
also received comments from William M. Mercer, Inc. in response to the draft report.  We 
took these comments into consideration in preparing the final report.  The complete text of 
William M. Mercer, Inc. comments is at Exhibit D. 
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BACKGROUND 
 
The OIG has completed an audit of the Health Care Safety Net contract.  The audit was 
conducted at the request of a Councilmember who had concerns about the contract and the 
ability of DOH to ensure a transition to a new health care system with no disruption to 
patient services as they existed under the former system, which was operated by the D.C. 
Health and Hospitals Public Benefits Corporation (PBC). 
 
PBC.  In 1996, the PBC was established in an attempt to, among other things, increase the 
efficiency of health care services provided to D.C. residents while reducing expenditures.  On 
April 9, 1997, the Health and Hospitals Public Benefits Corporation Act of 1996 was enacted 
as D.C. Law 11-212.  Pursuant to this legislation, health care functions performed by D.C. 
General Hospital and the community clinics, which were under the auspices of the 
Department of Human Services’ Commission of Public Health, were transferred to the PBC.  
The PBC had a separate and legal existence within the District and was subject to all laws 
and regulations of the District government, with the exception of certain personnel and 
procurement policies.  Final approval of operational responsibility and title over all D.C. 
General Hospital and community clinic assets transferred to the PBC, effective October 1, 
1997.  However, the PBC continuously experienced operating problems and was forced to 
borrow $109 million from the District to continue operating through fiscal year (FY) 2000. 
 
In a November 14, 2000, memorandum to the Mayor, the Chairman of the Council of the 
District of Columbia, the Chairman of the District of Columbia Financial Responsibility and 
Management Assistance Authority (Authority), and the Chairman of the PBC, the District’s 
Chief Financial Officer (CFO) issued an urgent plea for action in regard to the PBC.  The 
CFO’s memorandum stated that, “at its current rate of spending, PBC will exhaust its 
$45.3 million FY 2000 subsidy by the middle of March 2001.”  The CFO also stated that if 
money were to be set aside to maintain the clinics, D.C. General Hospital may be forced to 
close even sooner.  As a result of this financial crisis, the Authority enacted the Health Care 
Privatization Amendment Act of 2001, D.C. Law 14-18, effective July 12, 2001.  See 48 
D.C. Reg. 9088 (Oct. 5, 2001).  This legislation ordered the closure of the PBC and 
transferred its functions to the District’s Department of Health (DOH). 
 
In order to ensure continued health care services, DOH was given the responsibility of 
overseeing the PBC phase-out.  DOH was then directed to establish an alternative publicly 
financed health-care delivery system to provide the equivalent volumes and types of 
health-care services formerly provided by the PBC.  The new system would in effect provide 
a health-care safety net for uninsured or underinsured District residents.  DOH was also 
directed to ensure that the health-care services met a minimum standard of quality and user 
accessibility.  On April 12, 2001, the District entered into a contract (Contract) with Greater 
Southeast Community Hospital Corporation (GSCHC) to deliver the health-care services 
required. 
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The Health Care Safety Net Administration (HCSNA) was established under DOH to oversee 
the contract.  The Mayor also appointed an outside commission, the Health Services Reform 
Commission (HSRC), to perform additional and independent contract oversight.  (Contract 
oversight is discussed in Finding 1.) 
 
Health Care Safety Net Contract.  The Contract period contains a 5-year initial term 
followed by two 2-year option periods.  It contracts for medically necessary health-care 
services to be delivered to District residents who are without health insurance coverage and 
whose family income is at or below 200 percent of the federal poverty level.  For a family of 
one, the maximum income is $17,180 and for a family of two, the maximum income is 
$23,220.  The entire income eligibility scale is shown below.  
 

Table 1.  Income Eligibility Scale 

Family Size Annual Income Monthly Pay 2 Week Pay Weekly Pay Hourly Pay 

1 $17,180.00 $1,431.67 $660.77 $330.38 $8.26

2 $23,220.00 $1,935.00 $893.08 $446.54 $11.16

3 $29,260.00 $2,438.33 $1,125.38 $562.69 $14.07

4 $35,300.00 $2,941.67 $1,357.69 $678.85 $16.97

5 $41,340.00 $3,445.00 $1,590.00 $795.00 $19.88

6 $47,380.00 $3,948.33 $1,822.31 $911.15 $22.78

7 $53,420.00 $4,451.67 $2,054.62 $1,027.31 $25.68

8 $59,460.00 $4,955.00 $2,286.92 $1,143.46 $28.59
 
The Contract requires GSCHC to provide health care services that include: 
 

• primary and preventive health services; 
• emergency and Level 1 trauma services; 
• inpatient and outpatient hospital services; 
• specialty physician services; 
• language translation services; 
• disease management; 
• diagnostic testing and evaluation; 
• dental care; 
• school health services; and 
• corrections health care services.1 

 

                                                 
1Alliance members in the corrections system may not meet the full criteria as required by the 
Contract. 
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GSCHC is also required to perform program enrollment and data management.  GSCHC 
must provide monthly, quarterly, and annual reports regarding volume, costs, quality, and 
access to services, as specified by the District.  In addition, the Contract estimates the 
expected annual volume of services.  For example, the contract estimates 4,560 inpatient 
hospital admissions, 40,280 emergency room visits, and 39,192 primary care service visits.  
The original contract award amount of $90 was based, in part, on the estimated annual 
volume of services.  (Estimated workloads are discussed in Finding 1.) 
 
The annual cost of the Contract is $79.5 million.  In addition, there is a one-time funding 
payment of $13.3 million, which is comprised of $11.8 million for facility renovation and 
$1.5 million for start-up support.  (Annual contract costs are discussed in Finding 1.) 
 
To meet the requirements and accomplish the goals established by the Contract, a group of 
health-care providers were subcontracted by GSCHC.  Together, GSCHC and this group are 
known as the Alliance, and they are charged with assuring comprehensive and quality 
health-care for the District’s indigent population.  The diagram below identifies the Alliance 
members and shows the oversight chain for the Contract. 

 
Diagram 1.  Alliance Members  

 

D.C. Chartered
Health

Plan, Inc.*

Children’s
National

Medical Center

George
Washington
University
Hospital

Unity Health
Care, Inc.

GSCHC

DOH / HCSNA

Mayor

Consultants

HSRC

 
 

* D.C. Chartered Health Plan, Inc. also has agreements with other health care providers, 
including Providence Hospital and Howard University Hospital. 
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OBJECTIVES, SCOPE, AND METHODOLOGY  
 
Our audit objectives were to determine whether selected hospital and health-care services 
were delivered at reasonable cost within the terms and conditions of the Contract.  We also 
examined DOH’s oversight of the Contract.  Based on a request by a D.C. Councilmember, 
we developed information on levels of trauma services and analysis of emergency room 
visits.  This information is shown in Exhibit A, “Other Matters of Interest.”  The audit period 
generally covered July 2001 through May 2002.  
 
To accomplish our objectives, we examined financial reports, billing documents, program 
applications, invoices, and contracts and other pertinent information.  We interviewed DOH 
management personnel, Alliance management personnel, D.C. Fire and Emergency Medical 
Service (DCFEMS) personnel, D.C. Hospital Association personnel, Prince George’s 
Hospital Center (PGHC) management, American College of Surgeons (ACS) personnel, and 
D.C. Women’s Hospital management.  We also interviewed management personnel from 
every member of the Alliance.  The audit was made in accordance with generally accepted 
government auditing standards. 
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FINDING 1:  CONTRACT OVERSIGHT 
 

 
SYNOPSIS 
 
DOH did not maintain a proper level of oversight regarding the Health Care Safety 
Net contract.  A proper level of oversight was not maintained because HCSNA did not fill 
key oversight positions.  In addition, DOH did not properly oversee the efforts of a 
consultant hired to assist HCSNA with contract oversight.  As a result, the District has little 
assurance that: (1) GSCHC is in compliance with all of the Contract terms; (2) the Contract 
goals are being met; (3) the estimated patient workloads reflected in the Contract are valid; 
and (4) the annual $79 million contract estimate is the correct amount to appropriate each 
year.  In addition, DOH did not realize that the Alliance program could possibly be 
over- funded by approximately $10 million.  Further, DOH overpaid the consultant by 
$194,597 for travel expenses and paid for questionable services, which could total as much as 
$100,000. 
 
DISCUSSION 
 
In April 2001, the District entered into a contract with GSCHC to provide a health-care 
delivery system for residents who were uninsured or underinsured.  In effect, this health-care 
system would be a safety net for those who could not qualify for other health insurance 
because of their income level or other circumstances.  The Contract required GSCHC to 
provide, or cause to be provided, the equivalent volumes and types of health-care services as 
previously provided under the PBC.  To ensure that the contract was monitored, the District 
devised a two-pronged approach.  First, DOH created a new division called HCSNA to 
review contract data, monitor compliance with the contract, and hold GSCHC accountable to 
all contract provisions.  Additional oversight was to be provided by HSRC.  This was a 
38-member commission appointed by the Mayor on June 7, 2001, and comprised of 
health-care professionals, government officials, and local business leaders.  Neither HCSNA 
nor HSRC have proven to be effective in the oversight and monitoring of the Contract.   
 
Health Care Safety Net Administration 
 
When HCSNA was given the responsibility to monitor the new health reform initiative and 
the Contract, several requirements became paramount.  Key considerations were to 
implement reform with the least disruption, ensure appropriate contractor infrastructure, 
ensure budget compliance by GSCHC and DOH, and support the program operations and 
planning.  HCSNA would formally be charged with responsibility for managing, monitoring, 
and evaluating the performance of GSCHC.  It would also monitor program community 
outreach, clinical management of the contract, and most importantly, contract compliance by 
GSCHC and the subcontractors.  
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The organizational structure of HCSNA was originally formulated as follows: 
 

Diagram 2.  HCSNA Original Organization Structure  
 

Clinical Director Community Services

Deputy Director

Customer ServicesBusiness Operations
Quality

Management
Data and Financial

Management

Contract
Compliance Agent

Administrative
Assistant

Consultants (3)

 
 
In May of 2001, DOH appointed a Deputy Director (MSS-16) to head HCSNA.  During the 
next 6 months, only 2 positions under the Deputy were filled.  The first was an 
Administrative Specialist (DS-12), who primarily served as Assistant to the Deputy Director 
and whose major duties and responsibilities included attending meetings with the Deputy and 
keeping track of pertinent issues, preparing documents for signature, reviewing 
correspondence, etc.  The second position filled was a Special Assistant (DS-13) with major 
duties and responsibilities very similar to the Administrative Specialist, with the exception of 
additional work in the area of forecasting budget and service utilization rates and developing 
reports on those areas as they relate to the Contract.  In addition, a consulting group was 
hired to work with HCSNA to develop reporting systems and perform studies for DOH, as 
needed.  However, key positions such as the Contract Compliance Agent, Clinical Director, 
and Community Services Director were never filled during this critical start-up stage of the 
Contract.  DOH briefing charts describe these unfilled positions as follows: 
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 Contract Compliance Agent will: 
 

• provide financial, information systems and quality management expertise; 
• develop DOH infrastructure for ongoing program operations; and 
• provide major areas of support such as readiness reviews, information systems 

development, onsite staff support, maintenance of effort development, and 
system support. 

 
 Clinical Director will: 
 

• monitor all clinical aspects of the contract; 
• interface with the provider community; 
• be final arbitrator for all clinical disputes; 
• establish clinical standards and protocols; and 
• establish and direct clinical committees. 

 
 Community Services Director will: 
 

• be primary interface with the community; 
• perform problem resolution; 
• monitor access to services; 
• prioritize community needs; and 
• assure community input. 

 
The original HCSNA Deputy Director, who was hired in May 2001, resigned 6 months later 
in November 2001, and that position remained unfilled for about 1 month until a new Deputy 
was hired in December 2001.  The three critical oversight positions remained unfilled, and a 
revised HCSNA organizational chart, developed by the new Deputy, no longer reflects these 
key positions.  The new organization is structured as follows: 
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Diagram 3.  HCSNA Current Organization Structure  

Administrative
Assistant

Operations Manager

Clinical Manager

Safety Net Systems
Manager

(Consultant)

Medical Records
Custodian

Special Assistant
Community

Relations
Specialist

Reporting
Analyst

(Consultant)

Administrative
Coordinator

Senior
Budget
Analyst

Special
Counsel

Deputy Director

 
 

The above positions have been advertised and, as of June 2002, are starting to be filled.  
However, it has been almost 1 year since the Contract was signed.  During this time, critical 
contract planning and infrastructure development were taking place and decisions were being 
made regarding reporting, enrollment, and billing procedures without the benefit of a full 
DOH oversight staff.  In fact, with a staff of two, it was extremely difficult, if not impossible, 
for a Deputy Director to oversee and manage a contract as large, complex, expensive, and as 
important as the Health Care Safety Net contract. 
 
The HCSNA should take steps to ensure that the newly created oversight positions will 
provide complete contract coverage and are filled as soon as practical. 
 
Health Services Reform Commission 
 
When the 38-member HSRC was appointed by the Mayor in June 2001, the Commission 
promised that, in addition to DOH oversight, they too would actively oversee the Contract as 
part of a two-tiered approach established by the city to monitor contract compliance.  
However, between June and December 2001 the Commission met only twice.  During that 
time period, Commission members complained that they received no information about the 
Contract and held no meeting to review anything GSCHC was doing.  To complicate matters 
even further, in September 2001, the Commission Chairman resigned.  His seat remained 
vacant for about 3 months until December 2001, when a new Chairman was appointed.  As a 
result, the contract received little or no oversight from HSRC during the critical start-up 
period, and the two-tiered contract oversight approach did not materialize.  Since the new 
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Chairman arrived, meetings have taken place on a regular basis, and the committee as a 
whole has started to plan, organize, and assume their oversight role. 
 
The lack of contract oversight by both DOH and HSRC during the start-up phase of the 
Contract has allowed problems to occur that directly impact the program.  The problems 
pertain to DOH oversight consultants, annual patient workload, and contract requirements. 
 
DOH Oversight Consultants 
 
The DOH awarded contracts to two consulting firms in order to carry out its oversight 
responsibility for the heath-care safety net program.  In addition, the District of Columbia 
Financial Responsibility and Management Assistance Authority (Authority) entered into a 
$1.7 million sole source contract with William M. Mercer, Inc., in May 2001 for a portion of 
that support.  Among other things, the consultant was required to develop databases, 
information systems, and clinical and financial protocols to support performance monitoring.  
They were to provide three onsite staff members on a daily basis to monitor contract 
performance, analyze reports, and assist in day-to-day program management.  The staff 
members were to perform the day-to-day functions of the HCSNA until staff was hired and 
appropriately trained to perform in that capacity.  Mercer was to transfer their knowledge to 
the new staff. 
 
We reviewed the consultant’s travel expense ledger for a 120-day period from June through 
September 2001 and found that for more than one third of that time (42 days), fewer than 
3 employees were present on site.  During September 2001, the consultant was reimbursed 
nearly $500,000 for billable-hour charges made to DOH.  About $185,000 of billable-hour 
charges were attributable specifically to the onsite monitoring effort.  We reviewed the 
consultant’s September 2001 invoices against the expense ledger in an effort to reconstruct 
and reconcile the $185,000 of billable hours to the travel days spent in the District.  
According to the consultant’s travel expense ledger, only two of the eight (out-of-town) 
employees spent a sufficient number of days in the District to warrant reimbursement.  DOH 
management apparently did not provide an acceptable level of monthly oversight and review 
of the consultant’s invoices, which resulted in the potential for erroneous and excessive 
charges.  HCSNA should verify the hours in question and take steps to recover any 
overpayments, which could total as much as $100,000. 
 
More obvious was the consultant’s overrun of travel expenses.  The Contract specifically 
limits the consultant to a maximum of $50,000 of travel and expenses in FY 2001 and the 
same amount in FY 2002.  We found that in FY 2001, for a period of less than 5 months, the 
consultant was reimbursed $164,343 for travel and expenses.  The travel reimbursement is 
$114,343 in excess of the contract allowance.  Through March of 2002, the consultant 
submitted vouchers for, or has been paid, $130,254 in travel and expenses.  In just 6 months 
of FY 2002, the consultant was paid $80,254 above the FY 2002 entitlement.  For both years, 
the consultant received $194,597 in overpayments for travel expenses. 
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HCSNA should take steps to collect all overpayments for travel and travel expenses that were 
paid in excess of contract maximum amounts and ensure that any amounts billed in excess of 
contract maximum allowances are rejected. 
 
Estimated Annual Patient Workloads  
 
When District officials were determining the annual cost of the Contract, one of the 
important factors used was an estimate of expected service levels.  Officials knew that the 
Contract would call for services to be delivered at the same historical levels as under the 
PBC, but the problem was predicting just how many eligible uninsured and underinsured 
persons would make themselves available for health-care service.  It was decided that the 
levels of patients seen by the PBC would be the starting point and, as a safety factor, a 
percentage of that figure would be added in each category of service. As a result, the 
Contract reflects a 34 percent overall increase (over PBC levels) in the estimated annual 
volume of services as follows: 
 

• inpatient hospital admissions:  4,560 admissions  (55 percent increase); 
• emergency room visits:  40,280 visits  (20 percent increase); 
• ambulatory surgeries:  2,144 procedures  (20 percent increase); 
• outpatient-hospital visits:  46,015 visits  (20 percent increase); 
• primary care visits:  39,192 visits  (20 percent increase); and 
• dental visits:  15,811 visits   (20 percent increase). 

 
These numbers reflect service volumes the Alliance is expected to be able to satisfy, under 
the terms of the Contract, should they materialize. 
 
Early in the contract period, Chartered Health Plan, Inc. (Chartered) was hired as a 
subcontractor to handle the enrollment of people into the new health-care system.  The PBC 
rolls were reviewed in an attempt to purge those who did not meet the established criteria of 
residency, income levels, and the lack of third-party health insurance coverage.  Chartered 
attempted to contact all former PBC patients and required them to establish the ir eligibility 
under the new criteria.  In addition, enrollment specialists were permanently stationed at the 
Alliance hospitals and clinics to enroll new patients.  (Enrollment problems are discussed in 
Finding 2.)   
 
However, removal of PBC patients who did not meet the enrollment criteria presented DOH 
with another problem, which, due to a lack of contract monitoring, was not corrected.  The 
base numbers (PBC rolls) used to project service volumes quickly eroded and, as a result of 
the additional 34 percent added to the calculation, caused the original contract estimate to 
become greatly overstated.  In fact, we reviewed the actual volume for 3 of the categories for 



OIG No. 02-1-2HC 
Final Report 

 
 

FINDINGS AND RECOMMENDATIONS 
 

 

14 

a 6-month period ending December 31, 2001, and found that actual versus expected levels 
differed by as much as 69 percent, as shown in the following chart.  
 

Table 2.  Actual Volume Verses Expected Levels 
Type of 

Visit 
Expected 

Service Levels  
Alliance Reported 

Service Levels  Difference Percent 
Difference 

Inpatient   2,280      894   1,386 (61%) 
Emergency 20,140   6,141 13,999 (70%) 
Primary Care 19,596 13,911   5,685 (29%) 

 
HCSNA should review and adjust the expected service levels, as currently reflected in the 
Contract, to more realistic levels using the actual levels experienced to date as a guideline.   
 
Annual Contract Funding 
 
Another result of the overestimated expected service levels is the possible overestimation of 
annual contract funding.  As required, an accounting firm was retained by the District and 
asked to review several issues in regard to payments received by GSCHC during the first 
6 months of operation.  First, they were to determine whether payments for health-care 
services, as defined in the Contract, were made in accordance with the rates set forth in the 
Contract.  Secondly, they were to reconcile budget and actual costs and identify any 
reconciliation adjustments periodically required by the Contract.  In addition, they were 
asked to prepare reports showing the effects of any budgetary reconciliation adjustments, to 
include the computation of any amounts owed by one party to the other.  The report was 
issued in April of 2002 and identified a net program funding surplus in excess of 
$10.4 million.  The reconciliation did not review certain aspects of the Contract such as 
school health services or correctional health services and, therefore, the actual $10.4 million, 
in our opinion, may be somewhat high.  We believe that even when school and correctional 
health services are added, the funding surplus will still have the potential to reach or exceed 
$10 million.  This surplus is based on the funds provided to GSCHC during the first 6 months 
of the Contract and the actual services provided by GSCHC.   
 
While the accounting firm did not determine the “root cause” of the program funding surplus, 
it is apparent that overestimating the expected contract services could have played a large 
part in creating such a condition.  It is also apparent that had the two contract oversight 
activities created by the District actually been functioning properly during this time period, 
there would have been a chance to detect the surplus much earlier. 
 
Since the actual funding surplus is currently unknown, it is important that HCSNA act 
quickly to bring certainty to this issue.  In performing its oversight role, HCSNA should 
calculate the exact funding surplus by adding other contract obligations such as the 
aforementioned school and correctional health services.  Other factors, such as any 
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anticipated funds needed for reimbursement to a non-Alliance hospital for services provided 
to an Alliance member, should also be taken into consideration.  The final net funding 
surplus dollar amount should be reported to DOH and that amount should be reduced from 
the annual Contract funding.  DOH should then put those funds to better use within the 
Department. 
 
Contract Requirements 
 
Exhibit A, Section 5.12.2 of the Contract provides for the establishment of a hotline to 
answer questions about the Alliance program.  The Contract states that GSCHC shall 
maintain and staff a 24-hour, 7 days-a-week (24/7) toll- free dedicated hotline to respond to 
enrolled Eligible Uninsureds’ inquiries, complaints, and problems raised regarding services.  
If the caller is not satisfied, GSCHC must ensure that the call is referred to the appropriate 
individual for follow-up and or resolution within 48 hours of the call. 
 
We found that GSCHC subcontracted the Hotline requirements to Chartered.  Chartered has 
six hotline representatives answering questions and making the necessary referrals.  
However, the hotline only operates Monday through Friday between 8:00 a.m. and 6:00 p.m. 
and is closed on weekends and holidays.  When a call is placed to the toll- free number during 
“off hours,” an automated message instructs the participants to call a toll- free nurse-advice 
hotline.  The primary use of this particular hotline is to give a customer access to advice 
about emergency situations which arise when other sources of information may not be 
available.  If callers have questions about the Alliance program during non-operating hours, 
the nurse-advice hotline representatives instruct the callers to call back during the Alliance 
normal operating hours.  If a caller makes a call on Friday at 6:01 p.m. and the weekend is 
followed by a Monday holiday, it is possible that the caller’s question would not be answered 
until 86 hours later.   
 
While Chartered indicated that DOH and GSCHC agreed that the hotline would be operated 
in this manner, we found no written modifications to the Contract that allowed Chartered to 
operate the hotline less than 24/7.  We believe that DOH and GSCHC violated the provisions 
of Title 27, DCMR § 3602.2.  That provision provides: “[a] contractor shall be bound by the 
terms of the written contract and written contract modifications signed by the contracting 
officer.”  While the District and GSCHC may have verbally modified the Contract, the 
District is not receiving the value it intended to receive under the Contract.   
 
As a test, Chartered operated the hotline on two weekends in February of 2002 and on 
President’s Day to determine the volume of weekend/holiday telephone calls.  The hotline 
received 37 calls during the 4 weekend days of the test and 58 calls on the Monday holiday.  
While some may consider these numbers to be low-volume, DOH, under its oversight role, 
should weigh the cost to operate the hotline against the goals of the Alliance program.  Until 
such time as DOH modifies the Contract to allow something less than a 24/7 hotline, the 
contractor is bound under Title 27, DCMR § 3602.2.  In its role as contract administrator and 
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overseer, HCSNA should ensure that GSCHC operates the dedicated hotline on the 
required 24/7 basis or else take steps to modify the contract in writing.  If the Contract is 
modified to a less than 24/7 basis, the Contract price should be adjusted to reflect the reduced 
service level. 
 
RECOMMENDATION 1  
 
We recommended that the Director of DOH ensure that total contract oversight is provided 
by positions created within HCSNA and that those positions are promptly filled with the 
most qualified applicants. 
 
DOH Response 
 
To date, 6 to 8 of the 14 oversight positions have been filled and DOH is moving to hire the 
remaining positions. 
 
OIG Comment 
 
While the DOH response is unclear on the exact number of HCSNA positions remaining 
vacant (6 or 8), they have taken the recommended action to create and fill oversight 
positions.  We consider their actions to be responsive to our recommendation and request an 
estimated completion date for the hiring of qualified individuals for these positions.  
 
RECOMMENDATION 2 
 
We recommended that the Director of DOH collect any overpayment for travel or travel 
expenses paid to William M. Mercer, Inc., which exceeds the maximum contract amount.  In 
addition, ensure that any amounts billed, but not yet paid, for travel exceeding the contract 
maximum are rejected.  
 
DOH Response 
 
The DOH did not agree with this recommendation.  While the reimbursement requests 
associated with travel were in excess of the $50,000 estimate, they were consistent with the 
scope of work requested by the HCSNA and provided by the Contractor.  The estimated 
labor requirement and associated travel were underestimated at the beginning of the contract.  
A table showing contractor travel and other expenses was attached showing in excess of 
$86,000 for the first three months of the contract. 
 
OIG Comment 
 
In the William M. Mercer, Inc. contract (DCFRA#01-C-005), travel and expenses are clearly 
limited to $50,000.  There is no reference in the contract to travel being an estimated amount.  
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The contract line item is travel expenses - $50,000.  In fact, we confirmed that the $50,000 is 
a fixed amount with officials at the Office of Contracting and Procurement.  Further, 
Article IV of the Contract states “Approva l of expenses must be made by the Authority’s 
COTR [Contracting Officer’s Technical Representative] or the Contracting Officer prior to 
incurring the expense.”  During our review, the DOH could produce no such approvals.  We 
request that DOH reconsider its position and provide a response to this final report. 
 
RECOMMENDATION 3 
 
We recommended that the Director of DOH review the billed hours for September 2001 for 
the William M. Mercer, Inc. contract and recover any payments for on-site work which 
cannot be proven. 
 
DOH Response 
 
The DOH did not agree with this recommendation.  Our records show no instances of 
payments for work that was not provided or was unauthorized. 
 
OIG Comment 
 
The DOH response appears to repeat the position William M. Mercer, Inc. has taken on this 
issue, that if the contractor asks for reimbursement, it should be made.  The DOH response 
does not appear to be an independent assessment of facts.  Again, at the time of our review, 
we could not verify from documentation on file at DOH that the consultant’s billable hours 
for the on-site monitoring effort was $185,000.  The point is not whether the contractor is 
doing a good job and whether DOH is happy with William M. Mercer’s work.  The point is 
that DOH is not effectively monitoring these expenditures because invoices submitted by the 
contractor do not reconcile to the expense ledger. 
 
We ask again, that DOH review the billed hours for the contractor in question and provide 
either a reconciled analysis of the $185,000 payment or recover any payments that were 
made in error. 
 
RECOMMENDATION 4 
 
We recommended that the Director of DOH review and adjust the expected service levels 
shown in the Contract to reflect more realistic expectations based on actual service levels 
collected to date. 
 
DOH Response 
 
DOH disagrees with the audit conclusion because the original patient estimate was based on 
less-than-reliable statistics developed by the PBC.  However, DOH acknowledges that initial 
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utilization was less than projected and new figures now exist.  These new figures will be 
verified by an independent reconciliation audit which is currently in progress. 
 
OIG Comment 
 
The DOH response states that the HCSNA acknowledges that utilization was less than 
projected.  This, in fact, is what our report states.  The estimated annual patient workload 
section of our report clearly is a discussion of how the expected workload volume estimates 
were determined by the contracting officials for the purpose of determining a cost for the 
Contract.  We continue to believe that this overestimate of service levels is, as the report 
says, a cause for “the possible overestimation of annual contracting funding.”   
 
However, we consider the actions by DOH, as outlined in their response to meet the intent of 
our recommendation.  We request that DOH provide us with a date for completion of the 
independent audit of the utilization rates, and that a copy of the independent report be 
forwarded to us upon completion. 
 
RECOMMENDATION 5 
 
We recommended that the Director of DOH calculate the exact funding surplus, reduce the 
contract funding by that amount, and put the funds to better use within the Department. 
 
DOH Response 
 
A reconciliation is currently underway to determine the year-end balance.  We project an 
October 2002 completion date for this process. 
 
OIG Comment 
 
The actions taken by DOH, as outlined in the response and which are scheduled for 
completion by 10/31/02, clearly meet the intent our recommendation.  No further action is 
necessary for this recommendation. 
 
RECOMMENDATION 6 
 
We recommended that the Director of DOH require the contractor to comply with the 
contract provision to operate a 24/7 hotline to answer questions concerning the Alliance 
program or change the Contract to a reduced service level with appropriate adjustment to 
contract price to reflect reduced service requirements. 
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DOH Response 
 
In July 2002, the Alliance made changes that would allow the existing nurse-advice line to 
also handle Alliance enrollment, eligibility, and other calls as required by the Contract. 
 
OIG Comment 
 
The actions taken by DOH, as outlined in the response, is considered adequate and meets the 
intent of our recommendation.  However, we feel that the 24-hour hotline should be tested by 
the HCSNA on a periodic basis to assure its reliability.  No further action is necessary for this 
recommendation.   
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FINDING 2:  ALLIANCE ENROLLMENT SCREENING PROCESS 
 

 
SYNOPSIS 
 
Alliance enrollees were not properly screened for program eligibility before the Alliance 
granted admission to the program.  In fact, the Alliance rolls currently contain individuals 
that:  (1) have unverified addresses and incomes; (2) may qualify for third-party insurance; 
(3) have third-party insurance; (4) are using invalid Social Security numbers or using Social 
Security numbers that belong to deceased individuals; and (5) have incomes exceeding the 
income membership requirements.  The lack of proper screening occurred because the 
subcontractor charged with executing the enrollment process had not established adequate 
procedures to verify enrollment information and did not always follow existing procedures.  
Additionally, DOH provided little oversight to enforce enrollment contract provisions.  As a 
result, the Alliance incurred approximately $289,000 in medical charges for individuals 
having third-party insurance coverage and possibly incurred charges for individuals who are 
not District residents and do not satisfy the income requirements.   
 
DISCUSSION 
 
Enrollment Process Background 
 
The Contract’s Exhibit A, Statement of Work, Section 5.1 requires GSCHC to enroll 
“eligible” individuals in the Alliance program.  Individuals are eligible if they:  (1) are 
District residents; (2) lack third-party insurance; and (3) have family income equal to or 
below 200 percent of the federal poverty level.  Contract, Exhibit A, § 5.1.  In addition, 
Section 5.5.1 provides that GSCHC shall screen each individual attempting to enroll in the 
Alliance for Medicaid eligibility and, if determined to be eligible, refer the individual to IMA 
for Medicaid enrollment.  Id. § 5.5.1.  Once an individual is determined eligible for the 
program, Section 5.1.4 provides that eligibility will be continuous and ongoing unless the 
individual:  (1) gains insurance coverage; (2) changes permanent residence to a non-District 
address; (3) fails to provide any verification documents requested within a required time 
frame; or (4) earns an income above 200 percent of the federal poverty level.  Id. § 5.1.4. 
 
The enrollment function has been subcontracted to Chartered.  At the time of our review, 
Chartered had enrollment specialists placed at their primary enrollment sites around the 
District.  The primary sites include Greater Southeast Community Hospital, D.C. General 
Hospital, the six outpatient clinics run by the Alliance, and two other locations.  Secondary 
sites are located at various other locations around the District where eligible individuals may 
be found.  For example, secondary sites are located at organizations such as “So Others 
Might Eat” and “Bread for the City Free Clinic.”  The difference between a primary and 
secondary site is that enrollment specialists are placed at primary sites, which gives those 
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sites the ability to enroll individuals instantaneously, whereas secondary sites must forward 
application information to Chartered for processing.  Chartered also attempts to enroll 
individuals at street events and outreach activities as well as by taking applications through 
the mail. 
 
The actual enrollment process at a primary enrollment site, in many cases, begins when 
individuals present themselves for medical treatment.  Patient registration personnel at the 
health-care facility will determine if the person has any type of insurance.  Individuals 
without insurance coverage are referred to the Chartered enrollment specialist at the facility.  
During that interview, a series of questions are asked to determine if the applicant is eligible 
for the Alliance program.  Alliance eligible individuals are asked to complete an application 
for Alliance membership.  In addition to basic information such as name, address, phone 
number, Social Security number, employer name and household members, the program 
application form requires the potential enrollee to affirm by signature that neither the enrollee 
nor any family member listed on the application has any source of health insurance.  The 
application also provides space for the enrollment specialist to record the type of proof 
provided for program residency and income requirements and requires the signature of the 
specialist that he/she verified that information. 
 
If, in the opinion of the enrollment specialist, adequate proof of program eligibility has been 
presented at the time of the interview and the application is completed satisfactorily, the 
applicant is immediately enrolled in the Alliance program for a period of 6 months.  The 
application information is entered into the Managed Health Care computer system, which 
tracks enrollment and other information, and the computer assigns a member number that is 
affixed to the application form.  A membership card is mailed to the new member within 
10 days. 
 
However, if enrollment criteria are not satisfactorily proven at the time of the interview, the 
applicant will be placed on the Alliance rolls in what is called a “presumptive status.”  This 
status gives the enrollee 30 days to return to the enrollment specialist with adequate proof of 
eligibility.  The information is entered into the computer as described, except presumptive 
members do not receive a membership card until their status is changed.  If a presumptive 
member does not present eligibility proof within the 30-day window, Chartered will remove 
that member from the rolls. 
 
Review of Enrollment Process 
 
We performed reviews on three segments of the enrollment process, including a review of 
enrollment documentation, third-party insurance coverage, and a review of enrollee Social 
Security numbers. 
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Unverified Addresses and Incomes - In order to ensure that Chartered was only accepting 
individuals in the Alliance system who conformed to established guidelines for residency and 
income, we randomly selected 80 Alliance members and reviewed documentation used to 
make enrollment decisions.  Our attempts to locate the documents in question became futile 
because of the poor filing system.  We then turned the search over to Chartered personnel, 
who also had difficulty locating the documentation and ultimately only found documentation 
for 72 or 90 percent of the requested members.  The process of retrieving and assembling this 
documentation took Chartered personnel in excess of 3 weeks because the files were so 
disorganized.  The results of our random sample review are summarized below. 
 

Table 3.  Analysis of Enrollment Documentation 

 Number Files Found  Percent* 

Number Complete 25 72 35 

No Proof of Address 44 72 61 

No Proof of Income 30 72 42 

Not Signed by Specialist 8 72 11 
* Percent calculated by dividing the Number by the Files 

Found. 
 
As shown, enrollment specialists were able to accurately complete the Alliance application 
only 35 percent of the time for the sampled applications.  The types of errors found are 
attributed to enrollment specialists not following procedures, not thoroughly reviewing 
information supplied, and exercising poor judgment when analyzing applications.  For 
example, we found one application for which a New Jersey driver’s license was accepted as 
proof of District residence and another application for which the applicant submitted proof of 
income in the amount of  $19,559, which is $2,379 above the $17,180 maximum limit for 
Alliance eligibility for a single individual.  In both cases the applicants were approved.  The 
majority of sampled applications simply did not contain the assurance used by reviewers to 
admit individuals into the program and therefore are questionable.  Because of the enrollment 
errors, the Alliance possibly incurred medical charges for individuals who do not meet the 
residency and income requirements.   
 
The enrollment errors can also be attributed to DOH providing little oversight to enforce 
enrollment contract provisions.  GSCHC should ensure that enrollment specialists thoroughly 
understand the screening process and receive refresher training at least once a year.  In 
addition, the current member files should be re-screened to ensure that those currently 
enrolled actually are eligible under contract guidelines. 
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Third-Party Insurance Coverage - In addition to the residency and income requirements, 
an Alliance member cannot have third-party insurance coverage.  The Contract also requires 
the screening of all Alliance applicants for Medicaid eligibility.  Any applicant thought by 
the enrollment specialist to be eligible for Medicaid coverage must be referred to IMA.  IMA 
is a division of the Department of Human Services (DHS) and has responsibility for the 
actual determination of eligibility.  
 
When Chartered’s enrollment specialists enroll members in the Alliance program, they ask 
the members if they have third-party insurance.  The enrollment specialists must rely on the 
members’ responses since they can not verify the information.  However, it is possible to 
determine if an applicant has Medicaid coverage or other third-party insurance, because the 
Medical Assistance Administration (MAA), which is a division of DOH, has the capability to 
make that determination.  In March 2002, Chartered informed us that there had only been one 
MAA check conducted to determine if the Alliance members had third-party insurance.  
Chartered officials stated Chartered sent the MAA a database of the Alliance members in 
January 2002 for Medicaid coverage screening.  The officials also stated the database 
contained 21,318 Alliance members and represented over 8 months of enrollment activity.  
MAA found that 1,382 Alliance members (about 6.5 percent of the 21,318 members) were 
enrolled in the Medicaid program.  We determined about 15 percent of those members 
(202 individuals) had in fact incurred some type of medical treatment for which a claim to 
Alliance was generated.  We also determined that those claims were in excess of $289,000, 
which can be recouped by the health-care providers.  GSCHC should take steps to recover 
this money and return the collected funds to the District.   
 
Also, during the period since the original MAA Medicaid verification check in January and 
the middle of April when our review of this area ceased, the Alliance rolls continued to grow.  
A HCSNA representative informed us that MAA had not performed another review of the 
Alliance rolls as of mid-April 2002.  As a result, it is unknown how many of these additional 
members were covered by Medicaid and if any member with Medicaid coverage has filed a 
claim with the Alliance.  HCSNA should take steps to recover monies paid to the health-care 
providers for the members with Medicaid coverage and ensure that GSCHC establishes a 
system to have the Medicaid status of all new applicants reviewed before admittance to the 
Alliance program is granted. 
 
We also spoke with IMA personnel to determine if enrollment specialists are referring 
applicants who appear to be Medicaid eligible.  An IMA official stated there is no formal 
agreement with DHS for IMA to determine Medicaid eligibility, but there are two IMA 
employees currently located at the D.C. General Hospital.  The IMA representative also 
stated there has been an IMA presence at that location in excess of 10 years.  IMA personnel 
at D.C. General Hospital told us that they receive no referrals by Alliance enrollment 
specialists.  Time constraints precluded us from interviewing every enrollment specialist and 
from verifying the actual number of referrals, if any, to IMA.  It is possible that IMA offices 
other than those at D.C. General Hospital received referrals.  However, neither GSCHC nor 
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HCSNA ensures that this referral is always made.  It is important that anyone eligible for 
Medicaid be enrolled in the Medicaid program in order to minimize Alliance program cost.  
Also, it is reasonable to expect GSCHC to comply with the Contract.  GSCHC and the 
HCSNA should both take steps to ensure compliance with this portion of the Contract. 
 
Invalid Social Security Numbers - As an additional check of the enrollment process, we 
had the Social Security numbers of the 26,606 Alliance members enrolled as of April 16, 
2002, reviewed by a Social Security number validation service.  Based on our review, it 
appears that 2,632 (10 percent) of the Social Security numbers used by Alliance enrollees are 
invalid, and an additional 724 are in some way questionable.  The results of that review 
follow: 
 

Table 4.  Review of Social Security Numbers  

Presumed Valid Social Security Numbers (SSN) 

23,250   SSNs appear to be valid numbers 

Questionable SSNs 

720   SSNs may not have been assigned  

4   SSNs out of range / possible recent assignment 

Presumed Invalid SSNs 

1495   SSNs cannot start with a 9 

582   Too few, or illegal character(s) in SSNs 

293   First three digits of SSN not issued 

157   SSNs belonged to a person reported deceased 

101   SSNs reported as out of range and never assigned 

3   Middle two digits of SSN cannot both be zeros 

1   Last four digits of SSN cannot be all zeros 
 
We did attempt to validate the 157 Social Security numbers reported as belonging to a 
deceased person.  Through a search of the Social Security death index, we determined that 
39 were actual Alliance members that had died but were still being carried on the Alliance 
rolls.  We were unable to locate any information on 9 individuals, and thus, 109 applicants 
appeared to be using the invalid numbers.  A request for the Alliance applications for each of 
the 109 individuals was made to Chartered.  Chartered was only able to locate 79 of the 
requested 109 applications, while 30 of the applications remained in the “missing” category. 
 
Our review of those applications showed that 38 were entered incorrectly into the Alliance 
computers and were not the Social Security numbers used by the applicant.  One application 
did not contain a Social Security number, and it is unknown how or why a number was 
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entered for that applicant.  However, 40 Social Security numbers were entered into the 
Alliance computers as shown on the application.  Those 40 numbers appear to belong to 
someone who is deceased.  The status of the 30 missing applications should be determined 
and could cause the number of improperly used Social Security numbers to increase.  
Information on this improper use of Social Security numbers has been forwarded to the OIG 
Assistant Inspector General for Investigations.  
 
Incomes Exceeding Income Membership Requirements - Finally, we attempted to match 
the 26,606 Alliance members’ Social Security numbers with tax year 2001 tax returns to 
ensure that Alliance members complied with the maximum income requirements as shown in 
the Income Eligibility Scale in the Background section of the report.  The Distric t’s Office of 
Tax and Revenue (OTR) matched the Social Security numbers with the tax returns and found 
that only 7,594 of the above individuals filed a tax return during 2001.  However, of those 
that did file, 436 exceeded the gross income levels for Alliance membership (see schedule 
below).  

 
Table 5.  Schedule of Alliance Enrollees with Incomes  

Exceeding Program Limits in Tax Year 2001 

Total 
Exemptions 

Alliance Gross Income 
Requirements (Below) 

Number 
Exceeding 

Gross Income 
Requirement 

1 $17,180 164 

2 $23,220 160 

3 $29,260 61 

4 $35,300 42 

5 $41,340 8 

6 $47,380 1 

7 $53,420 0 

8 $59,460 0 

Total  436 
 
Although over 18,000 of the Alliance members did not file District tax returns, D.C. and 
federal tax laws recognize that individuals earning less than a certain level of income are not 
required to file.  However, there is a possibility that many of the non-filers may live outside 
the District and, therefore, would not submit a return.  Time constraints precluded us from a 
further review of Alliance members who did not file a District tax return.  Chartered should 
require a tax return as proof of income and residency from any Alliance applicant required to 
file a tax return.   
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RECOMMENDATION 7 
 
We recommended that the Director of DOH require GSCHC to train and ensure that Alliance 
enrollment specialists understand screening procedures and are, in fact, following those 
procedures when performing the enrollment service.  Also, ensure that GSCHC is re-
screening members at the required 6-month intervals to determine whether they remain 
eligible. 
 
DOH Response 
 
DOH stated that they plan to complete a compliance analysis of contract terms, industry 
standards, etc. for future contract terms by October 25, 2002.  Included will be development 
of training polices and procedures. 
 
OIG Comment 
 
The actions taken by DOH, as outlined in the response, clearly meets the intent of our 
recommendation.  No further action is needed for this recommendation. 
 
RECOMMENDATION 8 
 
We recommended that the Director of DOH ensure that GSCHC establishes procedures to 
determine the Medicaid status of all applicants before admittance to the Alliance program is 
granted.  In addition, recover all payments made by the Alliance for patients covered by the 
Medicaid program at the time health-care service was rendered and remit recovered funds to 
the District. 
 
DOH Response 
 
DOH stated that the HCNSA, Medicaid, IMA, and the Alliance are reviewing this issue to 
formulate a method to check Medicaid status prior to a determination of benefits.  This will 
result in a contract modification and an amendment to application regulations. 
 
OIG Comment 
 
The actions taken by DOH, as outlined in the response, clearly meets the intent of our 
recommendation.  We request that DOH provide a target date for the contract modification. 
 
RECOMMENDATION 9 
 
We recommended that the Director of DOH ensure that GSCHC determines that applicants 
for Alliance membership are not eligible for Medicaid coverage before Alliance eligibility is 
declared. 
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DOH Response 
 
DOH is considering appropriate modifications to the Contract to require verification of 
Medicaid status prior to determination of Alliance eligibility. 
 
OIG Comment 
 
The response meets the intent of our recommendations.  We request that a target date for the 
contract modification be provided to us. 
 
RECOMMENDATION 10 
 
We recommended that the Director of DOH require GSCHC to use a tax return, for those 
Alliance applicants who are required to file one, as proof of income and residence for 
Alliance insurance. 
 
DOH Response 
 
DOH disagrees with our recommendation stating it would be too time consuming and 
cumbersome and still may not verify income accurately.  DOH will have an independent 
review of this problem and offer recommendations. 
 
OIG Comment 
 
While DOH did not agree with the recommendation, DOH did propose that an alternative 
method to verify income be explored under the auspice of an administrative services audit.  
We feel that the intent of our recommendation has been addressed by this action.  We request 
that a target date be forwarded to use and, upon completion of the administrative services 
audit, a copy of the results be made available to us.  We also recommend that DOH 
coordinate with OTR to determine if the 436 individuals identified did, in fact, exceed 
income levels, and take appropriate corrective action. 
 
RECOMMENDATION 11 
 
We recommended that the Director of DOH review, periodically, Alliance membership rolls 
and ensure that enrollees meet all membership requirements.  Random sampling techniques 
may be employed.  
 
DOH Response 
 
DOH will examine membership rolls and verify membership requirements are met.  In 
addition, we will modify the auditor’s contract to verify requirements.  HCSNA may also 
perform random sampling. 
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OIG Comment 
 
The DOH response meets the intent of our recommendation.  We request a target date for the 
modification to the audit contract. 
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TRAUMA SERVICES 
 
The Contract’s Exhibit A, Statement of Work, Section 4.3.4) provides:  “[t]he Contractor 
shall be responsible for ensuring the provision of trauma services to enrolled Eligible 
Uninsureds consistent with the trauma services that were provided at D.C. General [Hospital] 
during the twelve (12) month period immediately preceding the date this Agreement is 
executed (‘Comparable Trauma Services’).  Contract, Exhibit A  § 4.3.4.  Section 4.3.5 
provides that the:  
 

“[c]ontractor shall initiate Comparable Trauma Services at Greater Southeast 
Community Hospital no later than August 31, 2001, and maintain such 
Comparable Trauma Services for the duration of the agreement; provided, 
however, that if Contractor is unable to initiate such Comparable Trauma 
Services at Greater Southeast Community Hospital [no later than] August 31, 
2001, Contractor shall ensure the availability of such services through 
agreements with other providers within the District of Columbia.”  

 
Id. § 4.3.5. 
 
Trauma Center Certification.  ACS is the organization which certifies trauma centers.  
ACS certifies a trauma center as a Level I, II, III, or IV with Level I being the highest level 
of certification awarded.  To receive an ACS certification, the hospital emergency room must 
meet requirements specified in the ACS booklet entitled “Resources for Optimal Care of the 
Injured Patient:  1999.”  Each level of certification requires the availability of differing 
degrees of clinical capabilities, medical facilities, types of professional staffing, etc.  
 
Contractor Compliance.  GSCHC is in compliance with the Contract requirement for 
trauma services.  Contrary to belief, during the 12 month period immediately preceding the 
execution date of the Contract, D.C. General Hospital’s trauma center was not certified as 
Level I.  The D.C. General Hospital’s trauma center has not been certified as Level I since 
1996.  ACS issued a Level I certification to D.C. General Hospital in 1993, but that 
certification expired in 1996 (a hospital must be re-certified every 3 years).  No re-
certification was performed until 1999, at which time, the hospital did not receive a Level I 
certification inspection.   
 
Since D.C. General Hospital was not providing Level I trauma services, GSCHC was not 
obligated to provide such services at the Greater Southeast Community Hospital, or arrange 
for such services at other hospitals, by August 31, 2001.  GSCHC has, however, provided 
Level I trauma care since the beginning of the Contract at two District locations:  George 
Washington University Hospital and Children’s National Medical Center.  The GSCHC 
recently added Howard University Hospital as a third location providing Level 1 trauma 
services. 
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EMERGENCY ROOM VISITS  
 
We analyzed the emergency room visits for the current eight acute care hospitals within the 
District, the D.C. General Hospital, and PGHC in Maryland to determine whether the number 
of patients seen by each had increased since the closure of D.C. General Hospital.  PGHC 
was included because it is located just over the District line, and District residents are known 
to use their resources.  We compared the 6-month period of July through December 2000, a 
period during which the D.C. General Hospital was in operation, with the same 6-month 
period in 2001 after its closure.  
 
The chart below shows the results of our review.  There was an increased workload at every 
hospital emergency room surveyed after the closure of D.C. General Hospital.  We noted that 
the number of visitors to the 10 emergency rooms during the 6-month survey period in 2000 
was 216,824.  The same period in 2001 showed that patient workloads had increased by 
11,806 (5 percent).   
 

Chart 1.  Emergency Room Visits 
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CNMC-Children’s National Medical Center, GWU-George Washington University Hospital, Georgetown-
Georgetown University Hospital, GSCH-Greater Southeast Community Hospital, Howard-Howard University 
Hospital, Providence-Providence Hospital, Sibley-Sibley Memorial Hospital, WHC-Washington Hospital 
Center, PGHC-Prince George’s Hospital Center. 
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The increase in the District’s emergency room visits is consistent with the national trend.  
Recent reports by the American Hospital Association, the D.C. Hospital Association and the 
National Center of Health Statistics indicate that emergency room visits are on the increase 
across the United States.  The General Accounting Office, in a June 2001 report entitled 
“Emergency Care: EMTALA Implementation and Enforcement,” gives several reasons for 
the increases.  The report credits several factors, including the difficulty of some managed 
care patients to obtain timely appointments with their doctors.  However, along with the 
addit ional percent workload increase experienced over the surveyed period, it is likely that 
the closure of D.C. General Hospital was a contributing factor for the rise in emergency room 
visits among the hospitals we examined. 
 
EMERGENCY ROOM CLOSURES 
 
When analyzing emergency room closures, it is important to note two relevant factors.   First, 
District hospitals cannot arbitrarily close emergency rooms to ambulance traffic.  They may 
make a closure request to DCFEMS, which is the organization responsible for ambulance 
service in the District.  An approval for closure may be granted for one of the following 
reasons:  (a) emergency department, trauma center, or operation room is at maximum 
capacity; (b) physical plant or equipment problems; (c) staffing shortages; (d) special events; 
or (e) no hospital beds are available.  The second issue arises when choosing a hospital to 
which a patient will be transported, requiring DCFEMS to match a patient’s condition to the 
receiving hospital’s capability and operating status.  For transportation purposes, an injured 
person will be classified as a Code I, II, or III trauma patient while regular medical problems 
are classified as Code I, II, or III medical.  A patient’s status is considered more severe if the 
individual is placed in the trauma category with codes ranging from the most critical (Code I) 
to a less critical status (Codes II and III). 
 
We analyzed emergency room closures for the 6-month period of July through 
December 2000 (before closure of D.C. General Hospital) and from July through 
December 2001 (post-closure).  In this review, we included nine hospital emergency rooms.  
Excluded from this review was PGHC because that facility does not use the same definition 
for closure as the other nine hospitals and, as such would have provided an incompatible 
comparison.  Hospital emergency room closure statistics are summarized in the following 
chart. 
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Chart 2.  Emergency Room Closures 
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CNMC-Children’s National Medical Center, GWU-George Washington University 
Hospital, Georgetown-Georgetown University Hospital, GSCH-Greater Southeast 
Community Hospital, Howard-Howard University Hospital, Providence-Providence 
Hospital, Sibley-Sibley Memorial Hospital, WHC-Washington Hospital Center. 

 
The number of hours emergency rooms closed increased after the closure of D.C. General 
Hospital.  Total closure hours, between the two periods reviewed, rose by 859 hours from 
1,792 combined closures hours to 2,651 combined closure hours.  This represents a 
48 percent increase in the combined hours emergency rooms in the District were closed.  
Audit evidence is insufficient to conclude that the entire 48 percent increase was a result of 
the closure of D.C. General Hospital.  In fact, a Trend Watch report (“Emergency 
Departments - An Essential Access Point to Care, March 2001, Vol. 3, No. 1) issued by the 
American Hospital Association suggests that emergency room closures are increasing all 
over the United States.  However, we suspect that a portion of the local closures resulted 
from former D.C. General Hospital patients going to other hospitals for treatment.  Audit 
evidence is insufficient to conclude that adverse situations occurred as a result of the increase 
in emergency room closures. 
 
AVERAGE DCFEMS PATIENT PREPARATION AND TRANSPORT TIME 
 
A DCFEMS official informed us that the response time, patient preparation time, and the 
transport time is recorded when an individual is taken to a hospital using DCFEMS 
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equipment.  The official defined response time, preparation time, and transport time as 
follows: 
 
§ Response time is the elapsed time it takes the ambulance to get to the scene after the 

call is received.   
§ Patient preparation time is defined as the time between the arrival of the ambulance 

and when the patient is ready for transport to a hospital.   
§ Transport time is the elapsed time it takes for the ambulance to leave the scene to the 

time the ambulance arrives at the hospital. 
 
We compared the patient preparation and transport times of patients using DCFEMS vehicles 
before the closure of D.C. General Hospital with the preparation and transport times after the 
closure of D.C. General Hospital.  To do that, we compared the months of July through 
December 2000 with the same months in 2001. We found that average preparation and 
transport time had in fact increased by 5 minutes 12 seconds, on average, for the periods 
compared.  The following chart shows the actual comparisons using times reported by 
DCFEMS.  
 

Table 6.  Patient Preparation and Transport Times 
 (in Minutes) 

Month 2000 2001 Difference 

July 24:53 30:48 + 05:55 

August 25:22 31:22 + 06:00 

September 24:53 29:18 + 04:25 

October 24:57 29:27 + 04:30 

November 25:33 30:42 + 05:09 

December 25:38 30:50 + 05:12 

Average Time   + 05:12 
 
We did not verify the transport times reported to us by DCFEMS, and we do not represent 
them in this schedule as being audited figures.  While the unaudited data suggest that 
transport times have increased since the closure of D.C. General Hospital, audit evidence is 
insufficient to draw conclusions as to whether the closure is largely responsible for the longer 
transport times.  In fact, the emergency room at D.C. General Hospital remains open even 
though in-patients are no longer accepted.  In addition, several factors such as patients’ 
condition, capability of hospitals, status of emergency rooms, as well as the distance of the 
hospital from the patient can impact transportation time.  However, it is not unreasonable to 
suspect that closure of D.C. General Hospital, to some extent, affected transportation time.  
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Recommendation 

 
        Description of Benefit  

Amount and/or Type of 
Monetary Benefit 

1 
Compliance and Internal Control 
Improve Oversight of the Contract. 
 

Nonmonetary 

2 

Economy and Efficiency 
Collect overpayment for travel expenses in 
excess of contract requirements. 
 

Monetary 
Approximately $194,597 

3 Economy and Efficiency 
Collect overpayment for excess hours billed. 

Monetary 
As much as $100,000 
 

4 

Economy and Efficiency 
Results in adjustment of contract value based 
on actual service levels. 
 

Monetary 
See Recommendation 5 
Benefit 

5 

Economy and Efficiency 
Results in recalculation of contract value to 
identify funding surplus. 
 

Monetary 
As much as $10 million 
could be put to better use 

6 

Compliance and Interna l Control 
Enforce compliance with contract’s 24/7 
hotline requirement or amend contract. 
 

Nonmonetary 

7 
Compliance and Internal Control 
Improve enrollment procedures. 
 

Nonmonetary 

8 

Compliance and Internal Control 
Economy and Efficiency 
Establish procedures for determining Medicaid 
eligibility.  Recover expenses paid for 
Medicaid covered patients. 
 

Monetary 
At least $289,000 

9 

Compliance and Internal Control 
Improve oversight of contractor’s Medicaid 
screening. 
 

Nonmonetary 

10 
Compliance and Internal Control 
Improve membership enrollment process. 
 

Nonmonetary 
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Recommendation 
 

        Description of Benefit  
Amount and/or Type of 

Monetary Benefit 

11 
Compliance and Internal Control 
Ensure integrity of membership rolls. 
 

Nonmonetary 
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